Lumbar laminectomy is now a common procedure in all neurosurgical and orthopaedic units 1 and is most commonly performed on the L4/5 disc 2. Reported complications include nerve root damage, dural perforation and arachnoiditis, and colonic perforation'. Vascular injuries, although rare.', are often associated with a high mortality or morbidityt>.
DISCUSSION
Lumbar laminectomy is now a common procedure in all neurosurgical and orthopaedic units 1 and is most commonly performed on the L4/5 disc 2. Reported complications include nerve root damage, dural perforation and arachnoiditis, and colonic perforation'. Vascular injuries, although rare.', are often associated with a high mortality or morbidityt>.
The aorta bifurcates at the level of the L4/5 disc space, and is separated from the vertebrae by the strong anterior longitudinal ligament which protects against damage from rongeur forceps passing inadvertently through the annular ligament during disc enucleation. Below the level of the aortic bifurcation, the common iliac arteries lie lateral to the anterior longitudinal ligament thus losing their protection. The left common iliac artery loses its association with the longitudinal ligament more cranially than the right. Arterial injury during lumbar discectomy is therefore more likely to OCcur in patients with severe degenerative disc disease-in whom the anterior longitudinal ligament is weakened-and in patients with a relatively high aortic bifurcation. Both patients presented here had high aortic bifurcations.
Vascular injuries may present peri-operatively with disc space bleeding, hypotension or decreased end tidal pC02' or in the early post-operative period with hypotension, a tender abdominal mass or diminished femoral pulses 4 presentation is usually associated with an arterio-venous fistular-". Early identification and repair of these injuries is essential in reducing mortality and morbidity--". In both patients, the vascular injury was detected in the early postoperative period and prompt intervention resulted in an excellent outcome.
Patient 1 had a digital subtraction angiogram performed, prior to the laparotomy, identify the bleeding point and repair was consequently easier. We recommend that if such injuries are suspected in the immediate peri-operative period, and if the patient is sufficiently stable, an angiogram be performed prior to laparotomy. hepatic flexure, and occasionally also in the transverse colon.
Rarely do they involve the sigmoid colon. We are not aware of a previous report of a recto-duodenal fistula.
CASE HISTORY
An 81-year-old woman presented in May 1993 with a 5 month history of intermittent diarrhoea, rectal bleeding, shortness of breath, lethargy, weight loss and poor appetite. She had no relevant preceding medical history. On examination she appeared anaemic. She was in atrial fibrillation. She had smooth, non-tender hepatomegaly. No other abdominal masses were felt and digital rectal examination was normal.
She was anaemic with a haemoglobin concentration of 9.4 g/dl (mean cell volume 80 fl). Serum urea, creatinine, electrolytes and liver function tests were normal. The erythrocyte sedimentation rate was 68 mm. A chest X-ray was normal and the electrocardiogram (ECG) confirmed atrial fibrillation. Abdominal ultrasound revealed a 5 X 3 X 5 em mass in the right lobe of the liver which was thought to be a metastasis. No bowel mass was identified. A barium enema demonstrated a rectosigmoid stricture and a fistulous connection to the duodenum (Figure 1) , with 110P evidence of an associated mass. Oesophagogastroduodenoscopy demonstrated a fistulous opening in the distal duodenum, biopsies from which showed adenocarcinoma. Serum carcinoembryonic antigen level was 24 mg/l (normal range 2--4 mg/l).
At laparotomy a large fixed tumour of the upper rectum was identified, which was adherent to the third part of the duodenum, the terminal ileal mesentery, and the left ureter. Two large metastases were found, one in each lobe of the liver. A palliative anterior resection was performed by dissecting the duodenum, small bowel mesentery, and left ureter from the tumour, excising most of the tumour and mesorectum. The duodenum was closed transversely in two layers. Mobilization of the splenic flexure allowed a double stapled anastomosis 8 em from the anal verge. Post operative recovery was uneventful and she remained well at 1 year.
DISCUSSION
Weare not aware of a previous report of a recto-duodenal fistula. However, the condition most closely resembles a duodcno-colic fistula, the causes of which are listed below. The earliest reported cases of duodenocolic fistulae are those of Haldane", in 1862, who described a case of malignant caecoduodenal and caecocolic fistulae, and Sanderson-, in 1863, who identified a benign duodenocolic fistula thought to have originated from a duodenal diverticulum to the transverse colon.
Benign
Hershenson and Kirsner ' reviewed the literature in 1953 and found only 32 cases of benign or malignant duodenocolic fistulae of which 19 were due to carcinoma of the colon. The average age of patients was 50 years in this and other series". In patients with malignant duodenocolic fistulae the male to . female ratio was four to one! which is perhaps surprising in view of the equal sex distribution of colonic carcinomas 5 . Although malignant colonic tumours account for the majority of cases, many other aetiologies have been described. Calmenson and Black'' in a retrospective study of 1400 right sided colonic carcinomas found only two cases of duodenocolic fistulae, and Welsh and Warsaw 7 estimated the incidence of such fistulae formation as occurring in only one in 900 colorectal carcinomas, when they reviewed the records at the Massachusetts General Hospital over a 30-year period.
' .
In view of the close anatomical relationship the majority of malignant duodenocolic fistulae are due to adenocarcinoma in the region of the hepatic flexure or the transverse colon. Involvement of the sigmoid and descending colon is rare. That recto-duodenal fistulae are so unusual may be due to their anatomical separation. We have found the distance from duodenum to upper rectum to have a mean of 9.7 ern (range 6-15 cm) in eleven patients undergoing surgery for colonic carcinoma.
Of the clinical manifestations of malignant duodenocolic fistulae, Hershenson and Kirsner 3 found that persistent diarrhoea was the most constant and prominent symptom, although it was frequently preceded by abdominal discomfort and vomiting. The mean duration of the diarrhoea prior to presentation was two months, and the mean duration of right sided or epigastric abdominal discomfort or pain was 5 months. Weight loss (average loss 23 Ib 3 ) and anaemia were universal presumably due to both loss of ingested food and the advanced stage of tumours. Faecal odour to eructation or emesis is common, but faeculant vomiting is not as common as it is with gastrocolic fistulae, presumably because the communication with the colon is distal to the pylorus. The key symptom suggesting duodenocolic fistulae, the presence of undigested food in the faeces, was found in only 20%4.
The most useful investigation for identifying the fistulae is a barium enema with air contrast 8 ,9. It may also be demonstrated by barium meal. However, Hux and Zuska'' found that whereas 100% of duodenocolic fistulae could be identified by barium enema, only 50% were seen following a barium meal. This is thought to be due to the higher colonic intraluminal pressure allowing contrast to enter the relatively narrow and non-distensible fistulous tract. Barium enema could precisely locate 75% of duodenocolic fistulae 9 . Surgery for malignant duodenocolic fistulae is complicated by the fact that the tumours are frequently at an advanced stage and, therefore, the resectability rate is low. The complex nutritional and electrolyte disturhances, the extent of tumour spread, and the patient's general medical state preclude a uniform surgical approach. Earlier authors recommended preliminary surgery to bypass the fistula either by gastrojejunostomy or ilcotransversc colostorny". Definitive surgery usually involves right hemicolectomy and local removal of the involved duodenal wall, in view of the predominance of right colonic lesions.
It has been argued that local excision is usually inadequate and that radical treatments including pancreatoduodenectomy, and even gastrectomy may offerthe greatest chance of cure 10, 11. Unfortunately, the prognosis for these patients is usually measured in months although a 26-year survival foliowiTlg a two stage resection of a malignant duodenocolic fistula originating in the transverse colon has been reported".
Primary adenocarcinoma of the appendix INTRODUCTION
Primary non-carcinoid adenocarcinoma of the appendix is rare and since the first description in 1882 less than 300 cases have been reported world wide '. The natural history and appropriate management of the condition arc therefore not widely understood. The case presented below bears many typical features and provides illustration for a review of the treatment of this malignancy.
CASE HISTORY
A 74-year-old man presented with a 2-day history of right iliac fossa pain and associated nausea, vomiting, and diarrhoea. Six years previously he had undergone an anterior resection of the rectum for a Dukes A carcinoma. Barium enema examination 9 months prior to this presentation was normal, at which point he had been discharged from follow up.
Clinical examination revealed right iliac fossa peri ton ism together with a temperature of 37.4°C and tachycardia of 100 beats/min. A leucocytosis of 11 4-00 was noted whilst chest and abdominal radiographs were normal.
The patient proceeded to surgery with a working diagnosis of acute appendicitis, and an acutely inflamed nonperforated appendix was removed. Subsequent histological examination of the resected specimen revealed a focus of moderately differentiated adenocarcinoma of colonic type in the distal appendix (see Figure 1 ) penetrating through to the serosa but not involving the stump. On the basis of the above findings, the patient was submitted to full
